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A hernia is defined as an abnormal protrusion of a
viscous or part of a viscous. Acquired hernias may be
traumatic in origin, and they may be secondary to
blunt or penetrating trauma. They remain a rare
clinical entity despite an overall increase in abdom-
inal trauma. Mechanisms reported in the literature
include a combination of increased intra-abdominal
pressures and powerful sheer forces. The most com-
mon hernia of this type is diaphragmatic herniation.
Traumatic lumbar hernias are very uncommon and
occur through one of two anatomical triangles
(Petit’s and Grynfelt’s). However, in severe blunt
trauma they are rarely confined to these single areas
because of the forces involved.
We describe the presentation of a traumatic
lumbar hernia in a young trauma victim. We believe
its situation, and the approach required for surgical
repair, are unique.Case report
Our case involves a 27-year-old labourer who was
referred to our outpatient clinic by his general
practitioner. He had recently been involved in a* Corresponding author. Tel.: +44 7736 324073.
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previously. As a result of this he had sustained
several fractures including fracture of his left radius
and ulna, which required plating; fractured left
femur which required intra-medullary nailing; mul-
tiple rib fractures and a fractured scapula. He also
suffered chest contusions with a pneumothorax that
needed chest drainage. At the time of surgery for
the fractured femur it was also noted that he had
torn a muscle from the side of his upper thigh.
Following transfer from intensive care, he spent 7
weeks recovering and rehabilitating on the general
surgical ward.
On presentation, his main complaint was of a
persistent swelling on the upper side of his right
thigh and buttock. It was not causing him any pain or
discomfort. He did not complain of any difficulty
walking or leg weakness. He did not describe any
bowel or gastrointestinal symptoms of note. On
examination, there was a large, bulging area on
the lateral aspect of the right upper thigh, extend-
ing from the area of the gluteals to the proximal
third of the quadriceps muscles. It was not fluctuant
or trans-illuminable, and appeared to tense on
standing on one leg. It was not possible to reduce
it. There was no tenderness or erythema.
Initial thoughts were that it was a detached
muscle. However, ultrasound scan was arranged
and it revealed that the swelling in the thigh was
a heterogeneous mass extending superiorly into the
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seen. This was reported as being in keeping with a
traumatic hernia in this area. Subsequent CTscan of
abdomen and pelvis confirmed loops of small and
large bowel were contained in the area. There was
no evidence of ascites or obstruction.
The diagnosis was of an inferior lumbar hernia
(Fig. 1a). Surgical repair was recommended.
Our first surgical approach was through a lower
midline laparotomy incision (Fig. 1b). Loops of
adherent small bowel were seen exiting the abdo-
men into the right thigh and hip region through a
defect distal to the iliac crest (Fig. 1c). The adhe-
sions were such that it was not possible to free the
bowel from its position using this approach. We,
therefore, proceeded to make a large vertical inci-
sion over the patient’s right thigh and flank. Again
we found small bowel with mesentery adherent over
the iliac crest and right hip region. The bowel was
freed by dissection and reduced. The defect had
occurred following avulsion of the muscles from the
iliac crest and it was closed by primary suture repair,
using a size 1 polydioxanone (PDS) suture in two
layers.Figure 1 (a) CT scan of abdomen and pelvis showing inferi
contents clearly visible (arrow). (b) Photograph showing bulge
pre-operatively. (c) Photograph taken through incision made i
scissors passing into Petit’s triangle.He recovered well following the surgery and was
discharged 7 days later. On review at 3, 6 and 16
months post surgery, there was no evidence of
recurrence.Discussion
Lumbar hernias are defined as either congenital or
acquired. The latter are sub-classified as being either
primary or secondary. Primary develop sponta-
neously. Secondarymay result fromtrauma, infection
or previous surgical procedures. 25% of all lumbar
hernias lie within the secondary acquired group.
Lumbar hernias occur through one of two trian-
gles in around 95% of cases, although in traumatic
cases there is a possibility of the hernia being
classed as diffuse, with no obvious boundaries iden-
tified. This is due to the large intra-abdominal forces
that can be involved at the time of injury.
The two triangles involved are the Triangle of
Grynfeltt superiorly and Petit’s Triangle inferiorly.
The inferior triangle is described by Petit7 in 1774 as
an upright triangle bordered by the inferior iliacor lumbar hernia protruding into right flank, with bowel
defect (arrow) on patient’s right thigh and gluteal region
n patient’s right flank and thigh, showing view of surgical
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riorly and the latissimus dorsi posteriorly. The roof
of the triangle is skin and superficial fascia and the
floor is abdominis obliquus internus.
Selby9 first reported traumatic lumbar herniation
in 1906, when a patient fell 6 ft onto the handle of a
wheelbarrow. The majority of traumatic cases
reported most recently in the literature are caused
by motor vehicle accidents, with the seat-belt indir-
ectly causing the hernia.
In 1996, McCarthy and Lemmon5 described a
traumatic lumbar hernia through the superior tri-
angle caused by poor seatbelt placement. Another
recent case report by Balkan et al.1 in 1999
describes a traumatic lumbar hernia also attributed
to the wearing of a seat-belt. In that case there was
a delay of 2 days before diagnosis and the patients’
hernia became strangulated leading to bowel resec-
tion and formation of a colostomy. In 2000, Barden
and Maull2 describe a different traumatic injury
resulting in a lumbar hernia. Their patient had been
crushed between two cars of a train.
All but one of the aforementioned cases was
diagnosed as being a traumatic lumbar hernia in
the acute setting. The case described by Balkan
et al.1 had a delay of 2 days following admission
to hospital for observations. Classic clinical signs
include flank eccymoses and/or haematomas, pro-
truding bulges, localized pain or referred pain to
either anterior abdominal wall or via sciatic nerve.
The classic ‘seat-belt’ sign may also be present.
Our patient did not present until almost 9 months
following the original trauma. It is known that lum-
bar hernias have a natural history of gradually
increasing in size over time.8 He did not have any
physical symptoms except for the protruding bulge
in the right flank, gluteal and lateral thigh region.
Conventional radiographs and abdominal sono-
graphy in the immediate setting may appear normal
and reveal no obvious pathologic abnormalities.1
Given the extent of other injuries at the time of
presentation, as in our patient’s case, it is not
uncommon that the degree of abdominal wall dis-
ruption is not initially appreciated. Ultrasound scan
was a reasonable first line assessment tool in our
patient’s case. It confirmed that bowel was present
in the bulge on his leg. Further confirmation was
obtained by CTscanning. Faro et al.4 found that in a
prospective study of 850 patients undergoing CT
abdomen and pelvis, 7 patients had an inferior
lumbar hernia. CT helps identify hernia contents,
associated injuries and disrupted muscle layers.
Given theperiod of time that hadelapsedbetween
the original traumatic insult and actual presentation,
we felt in our patient’s case that elective surgerywas
warranted to correct the defect.It is accepted that a midline laparotomy is largely
preferable in the acute setting to enable thorough
examination of intra-abdominal contents.2,4,10,6,11
We felt that our patient would benefit from a lower
midline laparotomy approach. However, it was soon
apparent during the operation that this approach
would not allow us to mobilise the bowel for reduc-
tion and repair of the hernia. It was therefore
necessary to make a second large incision. This
was made in the anterolateral aspect of the right
thigh. It extended 20 cm, from the tip of the greater
trochanter, down the thigh. This allowed reduction,
repair and excision of the peritoneal sac that
extended down to the mid-thigh.
We were able to repair the defect primarily, and
did not feel that a prolene mesh or plug was neces-
sary. Barden and Maull2 describe trephination
through the iliac crest in order to anchor sutures
and strengthen closure at the more anterior portion
of the defect.
It is our thoughts that laparoscopic surgery would
not have been possible in this case due to the
amount of adhesions found. It has been theorized
as a possible surgical treatment of traumatic lumbar
hernias in the immediate setting.3Conclusion
In conclusion, traumatic lumbar hernias are rare
occurrences. We believe that our patient’s presenta-
tion is unique, and that a lumbar hernia has never
been described protruding as a large mass in the
lower limb. This case also highlights it is important
to remember that there may be no physical signs
suggesting traumatic herniation immediately follow-
ing injury. CTscan remains the mainstay of diagnosis
to aid choice of further surgical management. A
midline laparotomy approach may not be sufficient
for reduction of all lumbar hernias and a second
incision may be required. We believe that this novel
approach has never been carried out before.Acknowledgement
We appreciate the assistance of Mr. E. Kearney,
Medical Technician in the Mater Hospital, Belfast.References
1. Balkan M, Kozack O, Gulec B, Tasar M, Pekan M. Traumatic
lumbar hernia due to seat belt injury: a case report. J Trauma
1999;47:154—5.
A unique presentation and repair of a traumatic lumbar hernia 4412. Barden BE, Maull KI. Traumatic lumbar hernia. South Med J
2000;93:1067—9.
3. Burick AJ, Parascandola SA. Laparoscopic repair of a trau-
matic lumbar hernia: a case report. J Laparoendosc Surg
1996;6:259—62.
4. Faro S, Racette CD, Lally JF, Wills JS, Mansoory A. Traumatic
lumbar hernia: CT diagnosis. AJR Am J Roentgenol
1990;154:757—9.
5. McCarthy MC, Lemmon GW. Traumatic lumbar hernia: a seat
belt injury. J Trauma 1996;40:121—2.
6. Otero C, Fallon Jr WF. Injury to the abdominal wall muscu-
lature: the full spectrum of traumatic hernia. South Med J
1988;81:517—20.7. Petit JL. Traite des Maladies Chirurgicales, et des Operations
qui leur Conviennent, vol. 2. Paris: TF Didot. p. 256—8.
8. SchwarzWT. Lumbar hernia. In: Nyhus LM, CondonRE, editors.
Hernia. 2nd ed. Philadelphia: Lippincott; 1978. p. 409—26.
9. Selby CD. Direct abdominal hernia of traumatic origin. JAMA
1906;47:1485.
10. Shuhaiber J, Dunn T, Evans A, Fishman D, Merlotti G, Salzman
S. Traumatic lumbar hernia with ureteropelvic junction dis-
ruption: case report and review of the literature. J Trauma
2003;55:985—8.
11. Singleton C, Groves J, Gandy R. Abdominal wall fascial
disruption after blunt trauma: a case report and review of
the literature. Curr Surg 2001;58:467—9.
